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Case illustrated

A budding case of infectious endocarditis: Candida lusitaniae
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A B S T R A C T

This is a case of recurrent Candida lusitaniae prosthetic valve endocarditis with budding yeast and
pseudohyphae on the histopathology. This case illustrates the importance of keeping vigilant in
recognizing some of the emerging drug resistant Candida species in our practice.
© 2019 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Case

A 41-year-old Caucasian female with past medical history of
intravenous drug abuse, chronic hepatitis C, and bioprosthetic
mitral valve replacement due to infectious endocarditis was
transferred to our facility for persistent fungemia and recurrent
endocarditis. The original mitral valve replacement, presumptively
due to a fungal organism, dated back approximately two years
prior to presentation. Her initial presentation was also complicated
by embolic events including thrombosis of the superficial femoral
artery which required left above the knee amputation. She had a
subsequent admission for thrombosis of the celiac artery and
Candida lusitaniae fungemia. She was discharged with plans for
long term anticoagulation as well as 8 weeks course of intravenous
micafungin. However, shortly after she was readmitted to an
outside facility for left axillary artery thrombosis. During her stay
C. lusitaniae was isolated in 5 sets of blood cultures despite
continued treatment with micafungin. Two weeks into admission,
a transesophageal echocardiogram demonstrated mitral valve
vegetation. The patient was transferred to our facility for valve
replacement.

On evaluation at our facility, she was afebrile (36.9 �C), normoten-
sive, but tachycardic to 138 beats per minute. She was non-toxic
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appearing and no murmurs were appreciated on exam. Her left upper
extremity was erythematous, warm to touch, and tender to palpation.
Although her left hand was non-cyanotic with good capillary refill and
intact sensation, brachial and radial pulses were not easily palpable.
She had an elevated white blood cell count of 17.7 � 109/L, hemoglobin
of 11.8 g/dL and elevated platelet count of 487 � 109/L. Computed
tomographyangiogramof theleftarmrevealedanabruptcut-offof the
left axillary artery consistent with occlusive thrombosis. Two
additional sets of blood cultures recovered C. lusitaniae while the
patient was on micafungin therapy. Three days after transfer,
therapy was changed to fluconazole but C. lusitaniae detected again
in blood cultures drawn 2 days later. At this time the patient
underwent redo mitral valve replacement. C. lusitaniae was
recovered from the resected valve tissue. Blood cultures were
negative in 5 sets drawn post-operatively. All identifications were
performed by matrix-assisted laser desorption/ionization time-
of-flight mass spectrometry. Budding yeast and pseudohyphae on
histopathology also confirmed infective endocarditis of the
prosthetic valve by this organism (Fig. 1). Recurrence was thought
to be due to high cloth burden in the celiac artery which was not
amenable to embolectomy by interventional radiology. Subse-
quently, the patient underwent left arm embolectomy. In vitro
susceptibility testing of the organisms revealed minimal inhibitory
concentrations (MIC) of � 1 mg/mL to fluconazole, 0.5 mg/mL to
caspofungin, and � 0.12 mg/mL to voriconazole. There are no
interpretive breakpoints according to current Clinical and Labora-
tory Standards Institute (CLSI) M60 guidelines. Given the intrinsic
resistance of C. lusitaniae to amphotericin B, reporting of MIC is not
recommended by CLSI, as even low amphotericin B MIC have not
shown to be predictive of positive clinical outcomes. After initial
therapy with micafungin, the patient was successfully treated with
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Fig.1. A. Hematoxylin and eosin-stained mitral valve tissue section shows infiltration by faintly staining yeast cells (200X magnification). B. Gomori methenamine silver stain
highlights numerous budding yeast and occasional pseudohyphal forms in the mitral valve corresponding to C. lusitaniae recovered from culture of the valve tissue and blood
(400X magnification).
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fluconazole 800 mg once a day for 6 weeks with plans to transition
to lower dose oral fluconazole for one year. The patient was lost to
follow-up.

Discussion

Although Candida species are the most frequent fungal cause of
infective endocarditis, C. lusitaniae is a rare etiology of the disease.
Only a handful of cases have been documented in the literature
with the first reported case of prosthetic valve endocarditis
described in 1998 [1,2]. C. lusitaniae is notable for its resistance to
amphotericin B, initially described in 1979. [3] Infections by this
species respond poorly to amphotericin in spite of in vitro testing
frequently indicating low MICs. [3,4] Whole genome sequencing
has identified genetic similarities between C. lusitaniae and the
recently emerging C. auris which can demonstrate resistance to
multiple antifungal agents. [5] In conclusion, in treatment of C.
lusitaniae, it is crucial to recognize its resistance to amphotericin B
and that first-line azole therapy frequently results in good
outcomes in conjunction with surgical interventions.
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